Communication between anaesthetists and patients is being recognised as an increasingly important aspect of clinical care [1] [2] [3] [4] [5] . For nearly half a century the importance of the pre-anaesthesia consultation has been recognised as having an important role in optimising patient care 6 . Anaesthesia is associated with its own particular set of risks and consequences that are quite separate from those associated with surgery 7 . The legal requirement of 'informed consent' requires anaesthetists to provide patients with the necessary information and understanding to authorise an anaesthetic procedure 8 . Patient understanding of the information provided is the most important part of this process, so simply disclosing the information is insufficient. Indeed, obtaining consent for anaesthesia can be considered valid only if adequate information is supplied and understood, enabling patients to make a balanced decision 9 . Anaesthetists have frequently reported their discussions with patients regarding risks associated with anaesthesia and analgesia such as epidural analgesia 10 and anaesthesia choices for caesarean section 11 . However, there have been no previous investigations on the misunderstanding of anaesthetic terms during preanaesthesia consultations. If we could identify terms that may be misunderstood, anaesthetists could take steps to improve understanding of both anaesthesia procedures and risks. The aim of this study was to identify whether there are any technical terms used during a pre-anaesthesia consultation that are commonly misunderstood by patients.
METHODS
Patients presenting for a pre-anaesthesia consultation were approached in the pre-anaesthetic clinic, antenatal or surgical wards, or the labour ward of two tertiary referral centres for maternity and gynaecological surgical care in Adelaide, South Australia. This observational study commenced in January 2009 and was completed in June 2009. We obtained ethics committee approval from each centre, 
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During the consultation, the researcher documented details of the technical terms used on a standardised data collection form. Following the completion of the anaesthetic consultation, UQB recorded anaesthetist details (consultant or trainee) and patient details including age, education level and surgical procedure. The patient was then asked questions regarding his or her understanding of the technical terms used during the consultation. In the case of women on the labour ward, this occurred when the patient was comfortable after epidural catheter placement. Patient questioning took less than 10 minutes. Those patients who stated that they did not understand the technical terms used or had misinterpreted their meaning, then had these terms explained further by UQB.
The responses were reviewed by two researchers independently (UQB, AMC). Any discrepancy in their assessment was resolved after discussion between the researchers and a consensus decision was made on the patients' understanding of the terms. The data collected were transcribed from the data collection form to an Excel™ spreadsheet. Data are reported as descriptive statistics only.
RESULTS
Sixty-eight of the 70 patients agreed to take part. Seventeen patients (25%) were recruited from the main tertiary referral centre for maternity care in South Australia, with the remaining 51 (75%) seen at another tertiary referral centre.
The pre-anaesthesia consultations were conducted by a consultant anaesthetist on 46 occasions (68%). One consultant conducted nine consultations, two conducted four, six conducted three, three conducted two and the remaining five consultants conducted one each. The remaining consultations were conducted by anaesthesia trainees. Two registrars conducted six consultations, one registrar conducted two and seven conducted one patient consultation each. The resident medical officer conducted two consultations.
Participants had a mean age of 34 years (SD 11.9, range 21 to 75). A tertiary education level had been achieved by 29 (43%), secondary school level by 38 (56%) and only primary school level by one. Forty patients (59%) were consented for general anaesthesia and 20 (30%) for spinal anaesthesia. Four women in labour were consented for epidural analgesia (6%), three women in an antenatal clinic (4%) for epidural analgesia, and one patient (1%) for sedation only. The data collection forms contained 484 patient interpretations of technical terms used during the observed pre-anaesthesia consultations. Initial concordance between investigators of patient understanding was 476/484 (98.3%). Figure 1 shows the number and percentages of patients according to how many technical terms they failed to understand. Table 1 shows the technical terms used in more than one pre-anaesthetic consultation that were misinterpreted by the patient. Table 2 shows the technical terms used in only one pre-anaesthesia consultation that were either misinterpreted or not understood by patients. Table  3 shows examples of how patients misinterpreted some of the terms used during their pre-anaesthesia consultation.
DISCUSSIOn
This is the first study to directly observe the actual terms used by anaesthetists during the pre-anaesthesia consultation, rather than to rely on surveys of anaesthetists' practice. We identified misinterpretations and lack of knowledge of several terms used by anaesthetists while providing anaesthetic information to patients during the informed consent process. nearly half of the patients failed to understand one or more of the terms used by the anaesthetist. The term "reflux" was the most frequently misunderstood term. The next five most commonly misunderstood technical terms were "aspiration", "allergy", "anaphylaxis, "local anaesthetic" and "sedation".
In order for a patient to give valid consent and authorise an anaesthetist to proceed with the proposed intervention or treatment, the patient must be competent and understand what is being proposed. In this regard, anaesthetists have a duty to provide the patient with information about the material risks of a planned procedure in a language that the patient understands. This was not completely successful in nearly half of the observed consultations on our study. All the anaesthetists in our study used one or more technical terms during the pre-anaesthesia consultation and during the consent process. Many anaesthetists, in addition, attempted to explain terms and use language more likely to be understood by patients. Anaesthetists appeared to be aware of the problem of being misunderstood and frequently attempted to ensure that patients had an understanding of any technical terms used. Some anaesthetists used reflective listening and 'checked in' with the patient 3 to confirm that the patient had understood the information being provided. However, this was variable.
Words used to describe the types of anaesthesia such as "spinal" or "epidural" anaesthesia and general anaesthesia were generally well understood by the majority of patients. Two patients did not understand the term "general anaesthesia", as they had not had any anaesthetic procedure and both stated that lack of exposure to previous anaesthesia was the main reason. Interestingly, one of these patients was being consented for a general anaesthetic and the other for a spinal anaesthesia for caesarean section. Both patients thought that they would be awake during "general anaesthesia". This reflects failure on the part of the anaesthetists to ensure that their patients fully understood what was intended and emphasises the importance of being aware of possible misunderstandings.
"Reflux" was one of the technical terms most commonly used during an anaesthesia consultation. It was used in more than half of the consultations, and of these, 20% of patients either had a poor understanding of the term or did not understand the term at all. Also of note, of the three patients who were informed of "aspiration" as a risk of anaesthesia, none understood the term. Possible awareness was mentioned in two consultations. One patient had no understanding of the term. Technical terms that were commonly used to describe pain relief included: anti-inflammatory, suppositories, PCA fentanyl and morphine. These terms were usually well understood by the majority of the patients.
There were several limitations to our study. First, there was only one researcher collecting data and there was no second observer present during the anaesthesia consent process. In addition, there was no objective measure to review the technical terms used, or to quantify understanding or misunderstanding. Objectivity might have been improved if we had used a voice recorder or video to document the anaesthesia consultation. The presence of a second anaesthetist and recording of conversation could have enabled us to more accurately and completely identify the technical terms used during the consent process and the patients' understanding. nevertheless, the single researcher did allow consistency in the identification of technical terms and the way patients were questioned afterwards. Second, the presence of the researcher during the anaesthesia consultation could have affected the number and type of technical terms used by the anaesthetist. It is possible that the use of technical terms and the explanations provided are different when anaesthetists are not being observed. In other words, our findings may be an underestimation. Third, this study was limited to only female patients. This was solely due to the clinical setting of where the researchers were based. Fourth, the number of consultations by each consultant or trainee were not controlled, so the findings could be biased towards the practices of one or more of the anaesthetists involved. Finally, the sample size was also relatively small and was limited to two institutions.
Despite these limitations, the findings indicate that further study in this area is warranted. Increasing the sample size and including male and female patients would be useful. Comparing the understanding of terms in an emergency versus elective surgery would also be valuable. Other patient groups need to be studied. For example, patients scheduled for neurosurgical or cardiac surgery may differ markedly in their understanding of the technical terms used, compared with the setting of the current study. More objective measures may also be of benefit in any future research. In clinical practice, the understanding of explanations given by anaesthetists is frequently assumed. Previous research suggests that patients are unhappy with the information they receive, as despite signing consent forms they frequently state that they have not really understood the risks involved 12 .
This observational study of the actual practice of anaesthetists has shown that many terms used in pre-anaesthesia consultations are frequently misinterpreted or not understood at all. Therefore during the pre-anaesthesia consultation, anaesthetists need to be aware of the types of words that patients may misunderstand. Changing legal and public expectations demand that we adapt our current practice 13 and improve the understanding of information that is being provided to patients. Our findings indicate that there is a need for further research in this area. The findings should also remind anaesthetists that their patients may not understand all the information provided. An awareness of commonly misunderstood words may facilitate better transfer of information during preanaesthesia consultations.
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